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Purpose:  To  evaluate  if attendance  at Lifeskills,  a safety  education  centre  for children  in  Year  6  (10–11
years),  is  associated  with  engagement  in safer  behaviours,  and  with  fewer  accidents  and  injuries,  in
adolescence.
Methods:  The  sample  are  participants  in the  Avon  Longitudinal  Study  of Parents  and  Children  who
attended  school  in the  Lifeskills  catchment  area  in Year  6; 60%  attended  Lifeskills.  At  14–15 years,  par-
ticipants  (n approximately  3000,  varies  by  outcome)  self-reported  road  safety  behaviours  and  accidents,
and  perceived  health  effects  and use  of  alcohol,  cannabis,  and  tobacco.  Additional  outcomes  from  link-
age  to Hospital  Episodes  Statistics  were  available  for a  sub-sample  (n = 1768):  hospital  admittance  (for
accident-related  reason,  from  11–16  years)  and  A&E  attendance  (for  any  reason,  from  approximately
14–16  years).
Results:  Children  who  attended  Lifeskills  were  more  likely  to report  using  pedestrian  crossings  on  their
way  to  school  than  children  who  did  not  attend  (59%  versus  52%).  Lifeskills  attendance  was  unrelated  to
the  ownership  of  cycle  helmets,  or the  use  of  cycle  helmets,  seat  belts,  or reﬂective/ﬂuorescent  clothing,  or
to  A&E  attendance.  Use  of  cycle  helmets  (37%)  and  reﬂective/ﬂuorescent  clothing  (<4%)  on last  cycle  was
low  irrespective  of Lifeskills  attendance.  Lifeskills  attendance  was  associated  with  less  reported  smoking
and  cannabis  use,  but  was  generally  unrelated  to perceptions  of the  health  impact  of  substance  use.
Conclusions: Lifeskills  attendance  was  associated  with  some  safer  behaviours  in  adolescence.  The  overall
low  use  of  cycle  helmets  and  reﬂective/ﬂuorescent  clothing  evidences  the  need  for powerful  promotion
of  some  safer  behaviours  at Lifeskills  and at  follow-up  in schools.
©  2015  The  Authors.  Published  by Elsevier  Ltd. This  is an  open  access  article  under  the  CC BY  license
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Table  1
Child  and parental characteristics by Lifeskills attendance status.
Attended Lifeskills
n  = 2544a % (95% CI)
Did not attend Lifeskills
n  = 1746a % (95% CI)
p-Value (2 test)
Sex Female 55.7 (53.7–57.6) 52.2 (49.8–54.5) 0.02
Maternal education Degree 12.6 (11.4–14.0) 17.0 (15.3–18.8) 0.001
A  level 25.9 (24.2–27.6) 25.7 (23.7–27.8)
O  level 38.9 (37.0–40.8) 35.3 (33.1–37.6)
None/vocational  22.6 (21.1–24.3) 22.0 (20.1–24.0)
Highest  parental
occupational social
class
I  or II 57.1 (55.2–59.0) 60.0 (57.6–62.2) 0.15
III  non-manual 28.2 (26.5–30.0) 25.2 (23.2–27.3)
III  manual 10.3 (9.2–11.6) 10.8 (9.4–12.4)
IV  or V 4.4 (3.6–5.2) 4.0 (3.2–5.0)
Cycle  proﬁciency training Yes 40.3 (38.4–42.2) 36.1 (33.9–38.4) 0.006
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helmet ownership was  reported by over 60% of adoles-
o owned a bike. However, less than 40% of those who
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last cycle. Few bike owners had worn reﬂective or ﬂuo-
lothing on their last cycle ride (<4%). Over half (56%) of
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n crossings when crossing roads on their way to school.
use when last in a car was high, although 10% reported that
not always wear one. Involvement in an RTA as a pedes-
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ty related outcomes, Lifeskills attendance was only associ-
 the use of pedestrian crossings (Table 2). This association
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clustering at the neighbourhood and school level. How-
 absolute difference between the groups was small (59%
%).
ajority of adolescents perceived smoking and regular
in particular to be very harmful to physical health,
abis to be very harmful to both mental and physical
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e drinking had a very harmful effect on health than
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o  attended Lifeskills were less likely to be recent smokers
e who did not attend Lifeskills, were less likely to have
in the past week, and were less likely to be occasional
 users. These differences remained after adjustment for
and SEP (Table 4).
15 of the participants with linked hospital records data
 admitted to hospital for one of the included reasons;
rity of the 15 had attended Lifeskills. Due to small num-
 not possible to present more details on these data. A&E
ce (for any reason) was relatively common, and did not dif-
eskills attendance status: 20.7% (226/1091) of those who
ded Lifeskills and 22.0% (149/677) of those who  had not
 OR 0.84, 95% CI 0.65 to 1.08).
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Table  2
Road  safety related outcomes by Lifeskills attendance status.
Outcome Attended Lifeskills n/N (%) OR (95% CI)
Unadjusted Adjustedd
Owns cycle helmeta No 744/1226 (60.7) Ref Ref
Yes  1274/2067 (61.6) 0.98 (0.84–1.15) 0.97 (0.82–1.14)
Wore  cycle helmetb No 266/744 (35.8) Ref Ref
Yes  471/1270 (37.1) 1.04 (0.85–1.27) 1.03 (0.84–1.26)
Wore  reﬂective or ﬂuorescent clothinga No 42/1242 (3.4) Ref Ref
Yes  74/2074 (3.6) 1.06 (0.72–1.55) 1.08 (0.73–1.59)
RTA  in past year as pedestrian or cyclist No 14/1107 (1.3) Ref Ref
Yes  22/1834 (1.2) 0.94 (0.47–1.86) 0.97 (0.49–1.94)
Always/mostly  uses pedestrian crossings on way  to schoolc No 549/1057 (51.9) Ref Ref
Yes  1064/1798 (59.2) 1.35 (1.14–1.60) 1.34 (1.13–1.59)
Wore  seat belt last time in car No 1344/1402 (95.9) Ref Ref
Yes  2253/2330 (96.7) 1.24 (0.86–1.79) 1.22 (0.85–1.76)
Always  wears seatbelt No 1243/1402 (88.7) Ref Ref
Yes  2106/2330 (90.4) 1.22 (0.98–1.53) 1.20 (0.96–1.50)
a Restricted to those who  own their own bike.
b Restricted to those who  own their own  bike and helmet.
c Restricted to those who  crossed at least one road on foot on way  to school.
d Adjusted for child’s sex, age, maternal education, and highest parental occupational social class. Cycle proﬁciency training also included in models for cycle helmet,
ﬂuorescent clothing, and RTA outcomes.
Table 3
Perceived that substance use is ‘very harmful’ to health by Lifeskills attendance status.
Outcome (substance use very harmful to health) Attended Lifeskills n/N (%) OR (95% CI)
Unadjusted Adjusteda
Regular drinking – physical health No 865/1220 (70.9) Ref Ref
Yes 1428/1995 (71.6) 1.03 (0.88–1.21) 1.03 (0.88–1.20)
Regular  drinking – mental health No 672/1220 (55.1) Ref Ref
Yes 1137/1995 (57.0) 1.08 (0.94–1.25) 1.07 (0.93–1.24)
Binge  drinking – physical health No 687/1220 (56.3) Ref Ref
Yes 1211/1995 (60.7) 1.18 (1.02–1.37) 1.17 (1.01–1.35)
Binge  drinking – mental health No  525/1220 (43.0) Ref Ref
Yes 916/1995 (45.9) 1.12 (0.97–0.29) 1.11 (0.96–1.29)
Smoking  – physical health No 898/1220 (73.6) Ref Ref
Yes 1495/1995 (74.9) 1.06 (0.90–1.25) 1.07 (0.90–1.26)
Smoking  – mental health No 461/1220 (37.8) Ref Ref
Yes 795/1995 (39.9) 1.09 (0.94–1.26) 1.09 (0.94–1.26)
Cannabis  – physical health No 852/1220 (69.8) Ref Ref
Yes 1437/1995 (72.0) 1.09 (0.93–1.28) 1.05 (0.89–1.23)
Cannabis  – mental health No 837/1220 (68.6) Ref Ref
Yes 1399/1995 (70.1) 1.06 (0.91–1.25) 1.04 (0.88–1.21)
a Adjusted for child’s sex, age, maternal education, and highest parental occupational social class.
Table 4
Substance use by Lifeskills attendance status.
Outcome Attended Lifeskills n/N (%) OR (95% CI)
Unadjusted Adjusteda
Frequent drinking No 174/910 (19.1) Ref Ref
Yes  267/1491 (17.9) 0.92 (0.74–1.14) 0.93 (0.75–1.16)
Binge  drinking No 87/910 (9.6) Ref Ref
Yes  149/1491 (10.0) 1.06 (0.80–1.41) 1.07 (0.80–1.42)
Behavioural  problems due to alcohol No 90/910 (9.9) Ref Ref
Yes  122/1491 (8.2) 0.81 (0.61–1.08) 0.83 (0.62–1.10)
Recent  smoking No 160/910 (17.6) Ref Ref
Yes  212/1491 (14.2) 0.79 (0.63–0.99) 0.78 (0.62–0.98)
Weekly  smoking No 94/910 (10.3) Ref Ref
Yes  114/1491 (7.7) 0.73 (0.54–0.97) 0.71 (0.53–0.96)
Occasional  cannabis No 97/910 (10.7) Ref Ref
Yes  116/1491 (7.8) 0.72 (0.54–0.97) 0.74 (0.55–0.99)
Problematic  cannabis use No 28/910 (3.1) Ref Ref
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